So far as the salient symptoms-v-i. e., vertigo, equilibrium disturbances and impairment of hearing are concerned, the case I am about to report is no different from many others the otologist meets with in private or hospital practice. Generally speaking, the symptoms and findings of eighth nerve neuritis, both as to the location of the lesion and the degree of involvement, are sufficiently characteristic as to permit of a ready diagnosis by the otologist who makes free use of up-to-date methods. When it comes to determining the particular etiologic factor behind the neuritis, however, the problem is not so easy. There is no problem in medicine more intricate and interesting than the study of the etiology of neuritis, for the nerves can become inflamed from a greater number of causes than any of the other tissues of the body; besides, the greater susceptibility of the eighth nerve over that of the other cranial nerves tends to enlarge still more the number of possible factors that can be responsible for inflammation of this particular nerve. Fortunately for us, the vast majority of bilateral cases are due to syphilis in one of its stages, and antisyphilitic treatment, if early begun, leads to most excellent results. The contrary holds true in the unilateral cases. It is in the unilateral cases that we find our greatest difficulty, not in locating the lesion or determining the intensity of the neuritis, but in ascertaining the cause or causes behind it, and unless this is known, the treatment must be more or less hit or miss and unsatisfactory.
The case, H. G. G., male, English by birth, age forty-nine years, occupation lumberjack for a number of years in Cana-da, but recently retired. He was referred by Dr. \V. D. Fellows, of Philadelphia, June 19, 1916 . Previous to his present illness the patient had experienced the best of health. History of present illness: The patient complains of having suffered from vertigo and nausea off and on for the last eight years. During the last year and a half he has been comparatively free, but recently the vertigo has been quite pronounced, having as many as two severe attacks in a day. These attacks last from two to three hours, and with them there is marked naus~a and vomiting. The attacks 'come on at any time of the day or night. During the attacks he has the sensation as though he was being spun around rapidly, and the outside world seems to be moving around. 'He claims to have fallen in some of the 1110rt: severe attacks, and when he does fall it is always to the right side. He claims that the right ear is of little use to him because of noises and deafness. The noises resemble the blowing off of steam; occasionally it is like the jingling of tools. He has never had any pain in the ear but experiences the sensation as though there was a bubble of water in it. He has never had anv trouble with his left ear.
He was treated in London a fe; years ago by inflation, with apparent improvement. He was recently treated by a Philadelphia ear specialist, who likewise inflated the ear, but with no results. He had a submucous resection of the nasal septum performed by Dr. H. M. Goddard in the spring of 1916, with the hope of improving his ear condition, but without results.
He complains of what he believes to be catarrh of the nose and denies having had any throat trouble. He suffers with more or less pain and stiffness in the back of the neck, especially on the right side, and with a feeling as though the head was too heavy for the neck. His principal complaint and the one for which he seeks relief is the intense vertigo and nausea.
The functional hearing test revealed the following findings: On the right side, conversational voice, four meters; whispered voice, seventy-five centimeters; acoumeter, thirty centimeters. Schwabach slightly shortened, Rinne positive, but less so than normal. C 1 slightly shortened, C 4 normal (?). Air conduction for the middle tone fork was shortened. On the left side conversational voice, whispered voice, acoumeter, Schwabach.
Rinne, Cl> C 4 , air conduction were all normal. The Weber test was referred to the left side.
The patient observed that during the tests the forks sounded as though they were of a higher pitch on the left than on the right side. Furthermore, the patient was somewhat uncertain in his answers when testing the right side because of the presence of subjective noises on that side.
Otoscopic examination revealed on the right side the membrane intact, brilliant and sufficiently translucent to permit of a view of the long process of the anvil. The hammer handle was in normal position, indicating the absence of retraction or bulging. The membrane moved freely and normally with the Siegle instrument, but less than normal during inflation with the Politzer bag, suggesting a relative obstruction in the eustachian tube.
The findings on the left side were practically the same as those on the right, with the exception that there was freer mobility of the membrane during inflation.
Rhinoscopic examination revealed a moderate deviation of the septum to the left side. The middle turbinate on that side was not visible prior to shrinking the mucous membrane, because of the septal deviation. The mucous membrane on both sides was generally relaxed, but of quite normal color. After shrinking with 20 per cent cocain solution, the greater part of the turgescence disappeared, revealing a moderate degree of hyperplasia along the inferior edges of both inferior turbinates. There was no gross evidence of sinus disease on either side.
Mouth and throat examination revealed nothing especially wrong. The teeth appeared to be in normal condition, the tonsils were small and firm, while the crypts were free of deposits when compressed with the pillar retractor. There was the slightest evidence of secondary catarrhal pharyngitis. With the Holmes nasopharyngoscope both eustachian orifices appeared the same and normal, in spite of which, after cocain anesthesia to the right tube followed by gentle probing with No.4 Yankauer sound and inflation, the patient claimed relief from the discomfort previously felt in the right ear.
He was then tested for equilibrium disturbances, with the following results: Slight hesitancy and unsteadiness in the gait with eyes closed, combined with a tendency to swerve to the right, which was not present with the eyes open. Owing to the patient's general anxiety and dread of being upset, some of the more severe tests were postponed.
Examination of the eyes for nystagmus showed the slightest degree of spontaneous rotary nystagmus to the left when looking straight ahead. Incidentally it was noted that the right pupil was a trifle larger than the left; however, both reacted promptly to light, accommodation and convergence. The deep muscular reflexes were prompt and of normal amplitude. No surface anesthesia or analgesia was present in the face, neck, upper chest region, arms, hands, legs or feet. The remaining parts of the body were not tested.
He was directed to report a few days later. In the meantime a Wassermann test was made from the patient's blood, and the report received from the Philadelphia Clinical Laboratory, under date of June 23, 1916, was that the Wassermann reaction was negative.
On June 22nd the patient reported for further study. While in the waiting room, his wife, who accompanied him, knocked at the door to tell me that Mr. G. was in the midst of a severe attack of vertigo which had come on a few minutes before. I hastened out to see him and observed the presence of an intensive rotary nystagmus to the left side, of wide excursions. He was helped to a couch in another room and watched closely. In spite of the intensive vertigo he did not vomit, but felt as though he might. This attack gradually subsided, so that after an hour's rest the nystagmus, although still present, had diminished perceptibly. I instructed his wife to keep him on the couch in a lying posture for a still longer time, so that in all he remained there for three hours. When he finally got up, he claimed to Be feeling fairly good.
In describing the attack, he told me that it was less severe than many others he had had. Judging from the intensity of the nystagmus, the vertigo must have been very severe, for the eyes were jumping at a rate comparable with the first few seconds following the turning tests. He claimed that the attack, like previous ones, was accompanied by a feeling of stiffness in the neck and an increase in the noises in the right ear. H~complained also of a tight feeling around the head. more especially in the frontal region. He claimed that this attack in the office was the third he had suffered during the last fourteen hours.
It was decided not to do much in the way of a further ear examination that day, and the remaining time was spent on the examination of the eye grounds, which revealed a slight overfilling of the veins in the retina of the right eye. They were not, however, unduly tortuous. The disc appeared to be sharply defined, the physiologic cup normal in size and depth but somewhat poorly defined. The arteries were markedly streaked and surrounded with connective tissue on the disc but not beyond. No changes were noticeable in the macular region or elsewhere in the retina.
The ophthalmoscopic picture of the left fundus was practically the same as that of the right, with the exception that the veins appeared to be less full. The vision with the correction that he was wearing was 6/6 full in each eye, taken separately. On account of his improved condition over that of some time before, another test of the hearing function was made, which resulted in practically the same findings as on the previous visit.
His next visit was on June 26th, when he reported that on the day following hIS last visit he did not have an attack of vertigo, but on the day after-that is, on the 24th-he suffered two attacks. but less severe than the attack on the 22nd. He claims to have observed that the attacks are prone to come on a fter reading some length of time.
At this visit (june 26th) he recalled that he had been placed on a strictly milk diet for six weeks during the early part of the year, and for this entire period he was free of vertigo. and after stopping the milk diet the vertigo returned. He told me, further, that he suffers with habitual constipation, but during the period that he was on the milk diet the constipation was corrected, and that since quitting the milk diet he is as constipated as he was before going on this diet.
Dr. Weston D. Bayley, of Philadelphia, by whom he was treated a few months ago, thought that perhaps there was some form of stomach or bowel trouble responsible for the patient's vertigo, and accordingly sent him to Dr. Thomas Bradley for a comprehensive study of the case from that angle. Dr. Bradley made a careful analysis of the stomach contents after test meals and had the stomach X-rayed by Dr. Walter C. Barker to note its behavior during the digestion of a meal containing bismuth. In spite of the negative findings by Drs. Bradley and Barker, Dr. Bayley contended that there was a strong probability of something wrong in the gastrointestinal tract which was responsible for the vertigo.
At this time (a few months before I saw the patient) he was also under treatment by an ear specialist, who told him that he was nervous and overestimated the severity of the attacks. According to the wish of the patient and because of the apparent relief obtained on the previous visit, the right eustachian tube was treated with a No.4 Yankauer probe, followed by inflation. There was a favorable response and the patient expressed himself as feeling "elated."
On June 29th the patient reported that on the morning following his last visit he suffered a mild attack of vertigo which passed off in about half the usual time and that he has had no other attacks since. From this time on the patient visited me for several months at more or less regular intervals (semiweekly). On each of the visits some additional information was obtained in the way of history and findings. Among other things, tests of.the hearing and static function were repeatedly made, as well as tests for visual acuity, visual fields, eye muscle tests, blood tests and roentgenograms.
From the standpoint of symptomatology it was learned that the patient complained of poor memory, occasional numbness in the right side of the face, a sensation of internal fullness, excessive fullness, bloating in the stomach and bowels, with occasional eructations and the passing of excessive gas. It was the gastrointestinal symptoms that prompted Dr. Bayley to send the patient to the stomach specialist, and which, as we shall learn later, had some foundation in the chronic infection in the appendix, which since its removal have cleared up with many of his other symptoms.
Careful tests of his visual acuity made on the 22nd of June and on several occasions since, revealed 6/6 full in each eye separately. The fields of vision were taken first on June 22nd and on one or two occasions since, and the results were normal findings in each instance. Tests for paresis of extra-ocular eye muscles were made with the red glass before one eye, which resulted in the patient seeing but a single image in all fields. The Maddox rod test revealed no heterophoria.
Analysis of the urine made at the Philadelphia Clinical Laboratory revealed a normal amount for 24 hours, normal color, clear consistency, acid reaction, specific gravity 1025, the absence of sugar, albumen, and .casts.
Tests of the static labyrinth and nerve were made after the galvanic method on several occasions. The first test was made June 19, 1916, at which time the right side reacted to the cathode with a current strength of five milliamperes and with the anode to five milliamperes, the left side to the cathode with five milliamperes and to the anode with five milliamperes.
This was during a visit when the patient was comparatively free of vertigo. Tests were not made on any day when the patient was complaining especially of the vertigo. One of the tests made a day or two after suffering intensive vertigo. the reaction was found to be less evenly balanced on the two sides and required stronger strength of current on the right side; for instance, on November 16, 1916, the right side reacted to the cathode with a current strength of eight milliamperes and to the anode with eight milliamperes, while on the left side there was positive reaction to the cathode with four milliamperes and to the anode with six milliamperes. It was noted that the reactions fluctuated with the patient's condition, but at no time was there failure of reaction to galvanism when applied to the right side.
The roentgenologic reports are quite interesting and, therefore, I will report them verbatim:
"The accessory sinuses leading from the nasal cavities are all very large. They cast clear shadows and the two sides compared with each other show that there is no thickening nor retained secretions. The nasal septum seems to occupy the median line. The turbinated bones and bodies seem perfectlv normal. On the left side they occlude the whole nasal cavity, while on the right side there is more free space.
"The mastoid cells on either side are large and clear cut. Comparing the petrous portions of the temporal bone, the right side shows the arcuate eminence to be much more prominent. This prominence corresponds to the superior semi-circular canal. In the stereoscopic plates the superior and posterior semicircular canals show distinctly, the arcuate eminence is very transparent. The cellular appearance is due to the mastoid cells showing through. There is a denser eminence near the base of the temporal bone which corresponds to a position above and a little beyond the cochlea. Considered in conjunction with the clinical findings, there is an indication of a tumor of the right petrous portion of the temporal bone at or near the superior semicircular canal. Considered without the clinical evidence, this overgrowth might be an anomaly."
Prior to my having received this report from Dr. Barker, I had decided to put the patient on potassium iodid in material doses, notwithstanding the negative Wassermann finding. Under this treatment the patient improved very materially so that by January. 1917, I decided to have further roentgenologic examinations of the right temporal bone with the object of proving that the condition might be a gumma, in which case the eminentia arcuata, at least theoretically, should be smaller in size. Dr. Barker's second report on January 12th reads as follows:
"Stereoscopic examination of the petrous portion of the temporal bones taken anteroposteriorly and laterally showed the eminentia arcuata is more prominent on the right side than on the left, and by careful measurement I can find no difference in the size from the examination made on July 15, 1916. The posterior tip as it appears on the later roentgenograms is not as sharply outlined as in the former examination. It is 110t possible to say whether this would suggest a breakdown or a slight change in the angle of reflection, but I think it is due to a slight change in the angle. The semicircular canals are still clearly outlined, indicating no encroachment upon their lumen."
On March 20, 1917, I received the following report of a third examination made by Dr. G. E. Pfahler. of Philadelphia, which reads:
"The teeth show an abscess completely surrounding the roots of the left lower molar. I think this is probably a pyorrhea pocket that has extended downwards.
There is also an apical abscess or granuloma at the apex of the left lower second bicuspid. There is an abscess at the apex of the right lower first molar, with a pyorrhea pocket under the anterior surface of the crown.
There is a pyorrhea pocket extending deeply between the right lower bicuspids.
In the right upper jaw there are pyorrhea pockets extending down along the roots of the remaining molars, and a small abscess at the apex of the left upper tooth to which the bridge is attached, which, I think, is the first bicuspid, and a pyorrhea pocket extending almost to the apex of the posterior root of the tooth to which the bridge is attached.
Examination of the cranium shows on the right side an erosion of a portion of the inner table of the skull over an area about two inches in length and beginning at about the coronal suture.
There appears to be also a calcareous deposit in an area about two inches in diameter, which I have marked with small arrows. I believe this could be a brain tumor or a gumma. It is lying just anterior to the leg center, but it seems to me that he should have some irritation or some very slight disturbance of his motor function, especially in the left leg, but perhaps in both.
There is certainly thinning of the inner table of the skull and some compression of the diploe. This compression of the diploe would lead me to think that this has been a very slow process, as his history would indicate.
There is also some thinning in the region of the cuneus. If this is due to any pathology it should give rise to distinct ocular disturbances. In the absence of any ocular disturbance, I believe this latter lesion should be ignored. I see nothing abnormal in the cerebellum nor in the region of the petrous portion of the temporal bone.
The mastoid cells are clear on both sides. The frontal sinuses are large and clear. The sphenoids are dear. The ethmoids show some exudate, but I believe no more than occurs in the average person in this weather.
The maxillary sinuses are clear.
Examination of the cervical vertebra shows some com-pression of the fifth and sixth cervical. The bodies of these two vertebra are only about two-thirds their normal thickness. However, the edges are so sharply defined that I question whether there is any active lesion present now. Elswhere in the vertebra I see nothing abnormal, As a whole, therefore, I find strongly suggestive evidence of a neoplasm anterior to the upper motor area on the right side of the head; old disease of the fifth and sixth cervical vertebra, a number of abscesses about the teeth. The lesions in the vertebra and in the head would suggest to me the necessity for a Wassermann test. I will appreciate it very much if you will let me know the final diagnosis in this case, etc."
The patient was referred to Dr. T. D. Casto (dentist), who wrote me on March 23, 1917, that he "recommended the extraction of the left lower second bicuspid and the removal of the upper left bridge attached to the second bicuspid and the second molar. On the lower right it is best to leave the second molar remain, recommending another picture in forty days, etc."
The patient preferred, however, to go to his regular dentist, Dr. M. T. Barrett, who I have learned since removed the left lower second molar and left lower bicuspid. In the meantime he treated the patient for pyorrhea with apparently good results. The patient remained with me under treatment for his vertigo and impaired hearing in the right ear. His improvement was progressive until June, 1917, when he felt so much improved that he decided to go off on a vacation for two months in the Adirondacks. I did not see him again until October 26, 1917, when he reported that during the latter part of the summer he developed a severe attack of appendicitis with gangrene and peritonitis, when he was hurried to New York City and operated by Dr. HaroldD. Meeker, who removed the appendix and besides a large gallstone. The patient reports that since he feels much better and has practically no vertigo excepting momentarily upon arising in the morning. He claimed also to he hearing better. However, careful hearing tests show the same cha-racter of findings, so far as the fork tests are concerned, but less pronounced evidence of deafness in the right ear than when first seen.
From the side of the vestibular apparatus there was no evidence of nystagmus when looking straight ahead. The galvanic reaction showed the eight nerve on the right side to be slightly under function, in that the reaction to the cathode on that side was with six milliamperes current strength, anodal reaction four and one-half milliamperes. On the left side the nerve reacted to the cathode with a current strength of five milliamperes, and to the anode with six milliamperes.
Tests for equilibrium disturbances revealed none.
Since the removal of his appendix the patient has felt decidedly improved from every angle.
In reply to a letter sent to Dr. Meeker, the geenral surgeon who operated Mr. G., I received the following, under date of Februarv 23, 1918:
. "My Dear Dr. Mackenzie-This tardy reply to your letter is due to the fact that I have been in foreign military service. I operated upon Mr. G. on August 10, 1917, for an acute gangrenous appendicitis. The pathologic conditions in the neighborhood of the appendix were as follows:
The terminal ileum was fixed in sharp angulation to the posterior abdominal wall below the brim of the true pelvis. The appendix was gangrenous at its distal half, the proximal portion being firmly adherent beneath a large cecal pouch fixed in a position of internal rotation by firm fibrous bands. These conditions, other than the acute process in the appendix, judging from the density and firmness of the fixation bands, had existed for several years, and were of such a nature as to be prime factors in the production of intestinal toxemia, both from the mechanical back pressure and from the dilated, thin walled cecal cesspool. The appendix was removed. constricting bands divided, raw surfaces covered by peritoneal flaps, the dilated cecum and ascending colon plicated by the union of the external and anterior longitudinal bands.
I have had three cases during the past year with eighth nerve symptoms, operated for marked intestinal stasis with an apparent cure of the auditory symptoms.
I should be greatly interested to know what effect Mr. G.'s operation has had upon his eighth nerve symptoms.
Very sincerely yours, (Signed) H. D. MEEKER." In commenting on the case, there can be no doubt as to the diagnosis of neuritis of .the eighth nerve and that both branches were involved, for the following reasons:
1. .That so far as the hearing function is concerned., the fork findings were characteristic in every particular for a disease of the perceiving apparatus (cochlea, nervus cochlearis, or both combined).
2. That the presence of vertigo with nystagmus to the left (unaffected side) speaks for a destructive or relatively destructive lesion of the static labyrinth, nervus vestibularis, or both combined.
3. That the cochlear and vestibular nerves were involved rather than the labyrinth is indicated by the relatively negative findings in the middle ear. The labyrinth, as is well known, is involved in an inflammatory process as a result of extension of inflammatory processes from the middle ear, or the extension of inflammation from the meninges via the nerves; so that in the absence of pronounced middle ear involvement there is reason to believe that the labyrinth itself escaped inflammation from that side, and since the inflammation of the eighth nerve was at no time sufficiently intensive as to cause complete loss of function, it is highly improbable that the inflammation could have extended to the labyrinth by this route.
Concerning the etiology, syphilis was the least to be suspected cause, for syphilis though commonly a cause for bilateral eighth nerve neuritis, is a very exceptional cause for the unilateral form. It rarely happens that a more or less circumscribed gumma may affect the eighth nerve of one side. When it does, there are usually plenty of other symptoms present which were lacking in this case.
That there was improvement under the administration of potassium iodid, is no proof that the neuritis was of syphilitic origin; for the so-called rheumatic conditions and neuritis are generally known to improve under its administration.
In ascertaining the causes of neuritis, single or multiple, unilateral or bilateral, many factors must be considered, for we find neuritis following almost all the acute infectious fevers, the so-called postinfectious type. We find neuritis occurring in the course of the chronic infections, more espe-cially those tending toward the production of granulomatous infiltrations (syphilis, tuberculosis and .leukemia). We find neuritis caused by many poisons taken into the system (toxic neuritis), alcohol, tobacco, lead, arsenic, mercury, carbonmonoxide, illuminating gas, quinin, salicylates and numerous other poisons. Finally it may occur from the absorption of toxins into the general circulation, the source of which may be a chronic focus of pus infection in some more or less distant part of the body. This form is what some of the earlier authors referred to as the rheumatic type, while others referred to is as the refrigeratory type, since in many of the cases the neuritis developed after an exposure to cold and dampness. It is into this latter class that we shall eventually find placement for most of the unilateral cases of eighth nerve neuritis, including the one under discussion. In the case herewith reported I have placed it in the class of focal infection after having ruled out by the negative history and findings all the other class of causes.
Among the many foci of infection that could have been considered as a possible cause of the neuritis in this case, the nasal accessory sinuses were ruled out because of the negative findings, both from the rhinoscopic and roentgenologic aspect. The tonsils were ruled out because of their small size and open and clean crypts, the absence of a history of tonsillitis and congestion of the anterior pillars. The teeth may be ruled out since the greatest improvement in the case was obtained prior to any attention that was given to them. Therefore, in the absence of any other known focus of pus together with the positive findings of pus in the appendix, which after its removal, was followed by so pronounced an improvement in all symptoms would seem to fix the etiologic factor there rather than elsewhere.
A few words as to the part played in the case by the various gentlemen whose names appear in this report. Dr. Fellows, the family physician, realized early that the case was one of more than ordinary importance and wisely referred it to Dr. Bayley (neurologist). Dr. Bayley, who had merely the patient's history to guide him, and at a time when the symptoms were more those of the digestive disturbances than anything else and in the absence of neurologic findings, naturally referred the case to Dr. Bradley (stomach specialist). Dr. Bradley made a most careful analysis of the stomach contents after a test meal and studied the behavior of the stomach during digestion with the co-operation of Dr. Barker (roentgenologist).
Their findings were negative for the reason that the patient's trouble was farther below. Dr. Bayley, in spite of the negative reports from Drs. Bradley and Barker, still contended that there was something wrong with the digestive tract, and in this respect future events proved Dr. Bayley to be correct.
That someone had not discovered the latent appendicitis is not to be wondered at, for the best that one can do in this type of case is merely to suspect the condition and await further developments, for no one would care to suggest operation in any case upon suspicions alone in the absence of definite findings.
That the London specialist succeeded in obtaining some transient relief for the patient's ear condition by Politzer inflation was due to the fact that the patient had a mild obstruction of the eustachian tube, which accounted in a measure for the sensation of fullness and of a bubble of water in the right ear. These sensations were probably due to a negative pressure in the middle ear and were naturally improved by the substitution of a positive pressure. That Dr.
Goddard should have performed a submucous resection was justifiable in the presence of a deviated septum to the side corresponding to the obstructed eustachian tube.
Concerning the roentgenologic reports of Drs. Barker and Pfahler, there can be no criticism, for both did their parts well, so far as could be expected. The pictures made by the:" gentlemen are perfect and their interpretations well foun -d. Dr. Barker found an anomalous eminentia arcuate on the -ight side that was not present on the, left (unaffected side), a i it was a fairly good presumption on his part to suspect the -ondition as one of gummatous infiltration of the temporal \Lone.
That D Pfahler because of the absorption of diploe and the thinning of the inner table of the skull on the right side anterior to the motor area should suspect a neoplasm, was perfectly justifiable, and in the presence of the thinning of the bodies of the fifth and sixth cervical vertebra to suspect cso. w. MACKtNZlt. these multiple bone lesions to be of probable luetic origin was quite natural. However, in the presence of the after-developments the diagnosis of tumor must be excluded, besides the absence of intensive headaches and choked disc would certainly exclude such a diagnosis.
Dr. Casto (dentist), after studying Dr. Pfahler's report and some films of his own making, suggested the removal of the second lower bicuspid tooth and the conservative treatment of other questionable teeth until such time as they were no longer questionable. In doing so he was following the dictates of his own experience as well as the experience of our best dental surgeons.
Dr. Barrett (dentist), to whom the patient went, put into effect, and upon his own initiative, the suggestions offered by Dr. Casto, and with excellent results, so that at this time the patient's remaining teeth are in excellent condition. Had it not been for the acute exacerbation of the chronic appendicitis and its successful operation by Dr. Meeker (surgeon), there would have been lost to us the most important and instructive feature of the case, namely, the diagnosis of an obscure appendicitis cured by operation which in turn cured the patient of all his other troublesome symptoms, the most bothersome of which was the neuritis of the eighth nerve.
A neuritis of the eight nerve of one side that destroys the hearing and equilibrium rapidly and completely is far less discomforting than a less intensive neuritis, such as this patient had, which was fluctuating between destruction and restitution.
The case just cited in most particulars is quite like others I have seen. The majority of them have been of focal infectious origin, and they comprise a class, as previously stated, that are most intricate and interesting to study. The etiology can be determined only after a most exhaustive search according to a definite plan and systematic method of exclusion.
